On physical examination the patient maintained a supine, flexed-knee position. There was marked ecchymosis of the proximal posterior thigh (Fig. 2) (Fig. 3) . No biopsy was taken, but the tendons appeared and felt entirely normal. There was no &dquo;explosion&dquo; of the fibers as has been described in similar injuries to the quadriceps tendon.' There was no apparent cartilage metaplasia as has been described in a similar avulsion of the adductor longus origin.&dquo; No other injury was evident in the area of exploration. The femoral origin of the biceps femoris was uninjured.
On physical examination the patient maintained a supine, flexed-knee position. There was marked ecchymosis of the proximal posterior thigh (Fig. 2) The diagnosis of hamstring avulsion was made, and surgical exploration was carried out. A serpentine incision was made on the proximal posterior aspect of the thigh. We did not incise the gluteus maximus, but rather lifted it proximally to reveal the hamstring origin. We found all of the hamstring muscles to be detached at their bony origin. The ischial head of the biceps femoris and the semitendinosus were avulsed together and were more lateral. The semimembranosus was avulsed alone and was more medial (Fig. 3) . No biopsy was taken, but the tendons appeared and felt entirely normal. There was no &dquo;explosion&dquo; of the fibers as has been described in similar injuries to the quadriceps tendon.' There was no apparent cartilage metaplasia as has been described in a similar avulsion of the adductor longus origin.&dquo; No other injury was evident in the area of exploration. The femoral origin of the biceps femoris was uninjured.
Heavy, nonabsorbable sutures were used to attach the hamstring origins to drill holes in the ischium. A hip spica cast was used for 6 weeks of postoperative immobilization with considerable knee flexion and slight hip flexion.
Six weeks after surgery, physical therapy was begun, first to regain motion above and below the injury, and later to regain strength. Four months after surgery, the patient returned to recreational sports. Three years after injury, the patient was asked to return to the office for Biodex isokinetic testing (Biodex Corp., Shirley, NY). He had full range of motion in his hip, and his knee motion was 0° to 130°. Knee flexion strength on his injured side was 8% less than the normal side. There was no measurable difference in endurance of the hamstring groups. Seven years after injury, the patient was again tested. His ranges of motion remained full. He had a 9% deficit in strength in the affected hamstring. 
